To the Editor:-The recent JGIM issue on health disparities contained a number of thought-provoking articles. Many of those articles pointed to the role of culture and cross-cultural miscommunication in the perpetuation of disparities. As a medical anthropologist and a physician, I am encouraged by the increasing recognition in the medical and public health communities of the role that culture may play in health and health-related behaviors. At the same time, I am also concerned by the tendency in the cultural competency literature to present cultural competency as a panacea against racism and health care inequality.
For example, in the article by Johnson et al., 1 the authors studied whether "racial and ethnic differences exist in patient perceptions of: (1) individual physicians' bias and cultural competence; and (2) bias and cultural competence experienced at health care system-wide levels." They found that once demographics, source of care, and self-rated health status were controlled for, there were virtually no differences by race or ethnicity in patient perceptions of the degree to which their physicians respected and understood them. By contrast, when they looked at experiences in the health care system in general, minority patients were much more likely than white patients to feel that they were disrespected and received poorer care due to their race/ethnicity and language. The authors conclude that minority patients "are more likely to perceive bias and a lack of cultural competence in the health system overall than are whites." That is a problematic conclusion. Questions to patients about feeling disrespected and mistreated due to race and language cannot and should not be glossed over as questions about "cultural competence." They are questions about racial bias-questions about disrespect and lack of care based on how a person looks and sounds. That said, the authors are certainly not alone in considering racism an element to be addressed under the rubric of cultural competency. In fact, they point out that the design of their study reflects well-recognized definitions of cultural competence that consider racism and stereotyping (along with socioeconomic status, lack of access, and cultural issues) to be central issues for cultural competence programs. Presumably, the encompassing nature of these definitions reflects the understanding that health care disparities will not be solved only through attention to cultural differences. Thus the definitions suggest that cultural competency should address other elements, like racism, that contribute to those disparities.
But race is not culture and racism is not simply a lack of cultural competence, and to present racial bias as a lack of cultural competence dilutes the terrible importance of racism in perpetuating disparities. Furthermore, this thinking ultimately shifts responsibility for bias away from biomedical institutions, by suggesting that the central problem arises from cultural dissonance. Therefore, although it is the institution that is called upon to become more competent, the unspoken locus of the problem lies in the patient's cultural difference, and not in the institution's generally unconscious bias.
Thus, while it is clearly true that to effectively address health care disparities we must also consider the impact of race, poverty, and access, it is also true that these problems are large and important enough that they need to stand alone. If we lump them together and label them as problems of cultural competence, they become much more palatable and, unfortunately, much easier to ignore. Following Gregg's reasoning, one might also ask, what is race? Webster's definition of culture assumes that racial groups exist and are predisposed to share the same "customary beliefs, social forms, and material traits"; and dynamic definitions include racism 4 among the power relationships that impact culture as a process. 3, 5 The definition of race remains a source of great consternation to public health scholars whose work continues to elucidate the complex biological, geographical, and social meaning attributed to race throughout American history. [6] [7] [8] Yet, how can racial bias be completely divorced from culture? We assert that, in fact, racism is culturally bound. Our goal was to determine whether racial/ethnic differences exist in patient perceptions of bias and cultural competence experienced in interactions with individual providers and the health system. Our operationalization of cultural competence expands upon existing definitions, which define cultural competence in terms of barriers to care that exist at organizational, structural, and clinical (interpersonal) levels. 9 These definitions were placed in the context of the Liaison Committee on Medical Education's educational objectives, 10 which include awareness of personal biases as a core component of cultural competence. Rather than deemphasizing the role of racism as a mechanism for producing and sustaining health disparities, we investigated the intersection between patients' perspectives and the health system culture. The premise for our study was that experiences of bias and cultural competence (at individual provider and health system levels) may impact the health of racial/ethnic minorities in such a way as to produce or perpetuate disparities. Contrary to Gregg's interpretation, we argued that the extent to which racial/ethnic minorities perceive biases when navigating the health system warrants further investigation insofar as it suggests that the culture of the health system contributes to disproportionate experiences of racial, ethnic, and language-related biases for minority patients.
As Byrd and Clayton document, the U.S. health system has not gone untouched by America's culture of racial discrimination, which spans more than three centuries. 2, 711, 12 Integration of public and private facilities in the United States is a relatively recent shift in our culture. In fact, only 50 years ago, separate but equal was the norm; and integration was fought with intense resistance. 13 It is from this context that we explored whether the U.S. health system culture contributes to patient experiences of bias along racial, ethnic, and linguistic lines. But because of the limitations inherent in our measures, we were unable to disentangle the multiple factors that might explain racial/ethnic differences in patient perceptions of care. Thus, we were conservative and measured in our conclusions and stressed the need for further research to identify the mechanisms through which cultural competence and experiences of bias impact health and health care. We emphasized the need to further investigate whether the U.S. health system culture (rather than the diverse cultural perspectives of racial/ethnic minority patients) might be a more significant contributor to ongoing health disparities. This argument flies in the face of blaming the victim and was articulated in our effort to "explore cultural competence from the patients' perspective."
Clearly, culture exists on multiple levels. We appreciate its complexities and were rigorous in our definitions of cultural competence. Our goal was not to describe the unique cultural milieu of each of the 6,299 patients included in our analyses. Rather, we attempted to develop a better understanding of the health system culture on a macro social level. We hoped to contribute novel and thought-provoking research that broadens the cultural competence discourse from one intent on dissecting the cultural perspectives of patients while tacitly asserting that medicine and the health system are culturally neutral, to one intent on understanding the culture of medicine.
